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HIV Transmission Among Male Inmates in a State Prison System — 
Georgia, 1992-2005 


Che estimated prevalence of human immunodeficiency 
virus (HIV) infection is nearly five times higher for incarcer- 


ated populations (2.0%) (/) than for the general U.S. popu- 


lation (0.43%) (2). In 1988, the Georgia Department of 
Corrections (GDC) initiated mandatory HIV testing of 


inmates upon entry into prison and voluntary HIV testing of 


inmates on request or if clinically indicated. GDC offered 
voluntary HIV testing to inmates annually during July 2003- 
June 2005 and currently offers testing to inmates on request. 
During July 1988—February 2005, a total of 88 male inmates 
were known to have had both a negative HIV test result upon 
entry into prison and a subsequent confirmed positive HIV 
test result (i.e., seroconversion) during incarceration. Of these 
88 inmates, 37 (42%) had had more than one negative HIV 
test result before their HIV diagnosis. In October 2004, GDC 
and the Georgia Division of Public Health invited CDC to 
assist with an epidemiologic investigation of HIV risk behav- 
iors and transmission patterns among male inmates within 
GDC facilities and to make HIV prevention recommenda- 
tions for the prison population. This report describes the 
results of that investigation, which identified the following 
characteristics as associated with HIV seroconversion in prison: 
male-male sex in prison, tattooing in prison, older age (i.e., 
age of >26 years at date of interview), having served >5 years 
of the current sentence, black race, and having a body mass 
index (BMI) of <25.4 kg/m? on entry into prison. Findings 
from the investigation demonstrated that risk behaviors such 
as male-male sex and tattooing were associated with HIV trans- 
mission among inmates, highlighting the need for HIV pre- 
vention programs for this population. 

To describe the state's male inmate population and the 88 
inmates known to have become HIV positive while in prison 
(i.e., seroconverters), investigators analyzed summary demo- 


graphic data for all inmates and prison-movement and HIV- 


testing histories of seroconverters, all of which had been rou- 
tinely collected for GDC administrative purposes. The HIV- 
testing and prison-movement histories of seroconverters were 
also analyzed to identify the facility in which HIV transmis- 
sion occurred, defined as one in which a seroconverter had a 
negative HIV test followed by a subsequent positive HIV test 
confirmed by Western blot while incarcerated in the same 
facility. 

To identify demographic characteristics and behavioral risk 
factors associated with HIV seroconversion, both an 
unmatched and a matched case-control study were conducted. 
Male inmates aged >18 years were eligible to participate in 
both studies. Case inmates had documented HIV 
seroconversion during the incarceration period. Control 
inmates had a negative result on their most recent HIV test 
(during 1997-2005) and had their HIV-negative status con- 
firmed by repeat HIV testing on enrollment in the investiga- 
tion. For the unmatched study, control inmates were randomly 
selected from a list of eligible inmates in the seven prisons in 
which the largest proportion of seroconverters were believed 
to have become infected with HIV. For the matched case- 
control study, to compare inmates with the same duration of 
exposure to risk for HIV transmission, control inmates were 


selected from the 31 prisons currently housing the case 
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inmates and matched by sentence length (+2 years) and time 
already served (+2 years). After giving written, informed con- 
sent, inmates completed audio computer-assisted self- 
interviews (ACASI). No personally identifying information 
was collected in these interviews. To determine how behav- 
ioral risks for HIV infection changed during incarceration, 
the interview asked about sex, drug use, and tattooing behav- 
iors during the 6 months before incarceration and during the 
incarceration period. Questions were also asked about knowl- 
edge regarding HIV transmission. Exact multivariate logistic 
regression was used to analyze unmatched data, and exact mul- 
tivariate conditional logistic regression was used to analyze 
matched-pair data. After ACASI, investigators asked open 
ended questions about strategies to reduce HIV transmission 
among inmates. 

In October 2005, GDC housed 44,990 male inmates in 73 
facilities; median age was 34 years (range: 15-88 years). A 
total of 28,350 (63%) were black, 16,364 (36%) were white, 
50 were American Indian (0.1%), and 47 (0.1%) were Asian; 
race was not reported for 179 (0.4%). A total of 856 (1.9%) 
were known to be HIV infected, of whom 780 (91%) were 
infected before incarceration, and 732 (86%) were black.” 
During July 1988—February 2005 (the month in which the 
last seroconverter included in the investigation was identified), 
88 male inmates had both a negative HIV test result upon 
entry into prison and a subsequent HIV seroconversion dur 
ing incarceration. Of these 88 inmates, the median age at time 
of HIV diagnosis was 32 years (range: 21-58 years). Fifty- 
nine (67%) were black, and 29 (33%) were white. Diagnoses 
were made during September 1992—June 2003 for 47 (53%) 


inmates and during July 2003—February 2005 for 41 (47%). 
For 26 (30%) of the 88 seroconverters, the facility in which 
HIV transmission occurred was identified; for 34 (39%) 
seroconverters, the facility in which transmission occurred was 
narrowed to two. Of the 88 seroconverters, 11 were released 
from prison and two died before the start of the case-control 
study. Of the remaining 75 inmates, 68 (91%) were enrolled 
in both the unmatched and matched case-control studies as 
case inmates. Sixty-five (87%) unmatched control inmates and 
70 (79%) matched control inmates who were eligible agreed 
to participate 

In multivariate analysis of the unmatched study, variables 
significantly associated with HIV seroconversion were male 


male sex in prison, older age, having served >5 years of the 
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current sentence, and having a BMI of <25.4 kg/m? on entry 
into prison. 

Univariate analysis of matched case-control study data iden- 
tified multiple demographic characteristics and risk behaviors 
as significantly associated with HIV seroconversion (Table 1). 
However, in the final multivariate logistic regression model, 
only four covariates were significantly associated with HIV 
seroconversion during incarceration: male-male sex in prison, 
receipt of a tattoo in prison, BMI of <25.4 kg/m? on entry 
into prison, and black race (Table 2). 

Among 54 inmates (45 case and nine control) reporting 
male-male sex while in prison, 35 (78%) of 45 case inmates 
and four (44%) of nine control inmates reported no male- 
male sex during the 6 months immediately before incarcera- 
tion. Among 54 inmates (case and control) who reported any 
male-male sex during incarceration, 39 (72%) reported con- 
sensual sex and 48 (89%) reported sex with other inmates. 
Exchange sex (e.g., for money, food, or cigarettes) and rape 
were also reported. Of 43 inmates (34 case and nine control) 
who reported any consensual sex, 13 (30%) reported using 
condoms or other improvised barrier methods (e.g., rubber 
gloves or plastic wrap). Of 14 (12 case and two control) 
inmates who reported any exchange sex, three (21%) reported 
using improvised barrier methods but not condoms; no bar- 
rier methods were used during rape. Of 59 inmates (48 case 
and 11 control) who reported having sex in prison, 36 (75%) 
case inmates and six (55%) control inmates reported intent to 
tell sex partners outside prison about unprotected sex in prison. 

Of 68 inmates who reported receiving a tattoo in prison, 59 

(87%) used clean tattooing equipment for at least one tattoo, 
52 (76%) used bleach to clean tattooing equipment, two (3%) 
used tattooing equipment that was not cleaned, and seven 
(10%) did not know whether tattooing equipment was cleaned 
before they received at least one tattoo. Most inmates cor- 
rectly identified that HIV can be transmitted through unpro- 
tected sex (88%), needle sharing (83%), and infected blood 
(78%). In 181 responses to open-ended questions about how 
to reduce HIV transmission in prison, inmates suggested that 
condoms be made available in prison (38%), that inmates 
receive HIV education (22%), and that inmates practice safe 
tattooing (13%). 
Reported by: / Zaussig, MPH, Georgia Dept of Corrections and Georgia 
Dept of Human Resources, Div of Public Health; RL Shouse, MD, 
Georgia Dept of Human Resources, Div of Public Health. M LaMarre, 
MN; [ Fitzpatrick, MD, P McElroy, PhD, ( B Borkowf, PhD, 
R MacGowan, MPH, AD Margolis, MPH, D Stratford, PhD, 
E McLellan-Lemal, MA, K Robbins, W Heneine, PhD, A Greenberg, 
MD, P Sullivan, PhD, Div of HIV/AIDS Prevention, National Center 
for HIV, Hepatitis, STD and TB Prevention; Z Henderson, MD, 
K Jafa, MBBS, EIS officers, CDC. 


Editorial Note: This report indicates that HIV transmission 
among inmates in Georgia's prison system was associated with 
male-male sex and tattooing and highlights the need for more 
effective HIV prevention among inmates. Sex among inmates 
occurs (4), and laws or policies prohibiting sex among 
inmates have been difficult to implement or enforce. How- 
ever, GDC might consider certain HIV prevention options 
(e.g., education, testing, and prevention counseling) proven 
to be effective for nonincarcerated populations; some of those 
prevention measures are being used in correctional settings 
within and outside the United States (4). 

CDC recommends that HIV education, testing, and pre- 
vention counseling be made available to populations at 
increased behavioral or clinical risk for HIV infection, includ- 
ing inmates in correctional facilities (5,6). HIV prevention 
education in state prisons should address male-male sex, tat- 
tooing, and injection drug use that occurs during incarcera- 
tion and risk behaviors that occur after release. Case studies of 
inmate-led HIV prevention interventions suggest that these 
interventions might engender more inmate trust of and coop- 
eration with intervention staff (4). HIV education might also 
benefit correctional facility staff. 

CDC recommends that HIV screening be provided upon 
entry into prison and before release and that voluntary HIV 
testing be offered periodically during incarceration. This 
investigation demonstrates that annual voluntary testing is use- 
ful; 41 (47%) of 88 HIV seroconverters were identified dur- 
ing the 2 years in which annual testing was offered. Prison 
HIV testing programs allow inmates to learn their HIV status 
and, if not infected, to learn protective behaviors to reduce 
their HIV infection risks (7). Inmates who test HIV positive 
should receive antiretroviral treatment and care in addition to 
prevention counseling to protect future sex partners; before 
release, they should receive discharge planning and linkages 
to care in the community. GDC provides treatment and care 
for HIV-infected inmates, provides a 30-day supply of 
antiretroviral drugs on release and, in 12 of 73 facilities, 
undertakes enhanced HIV discharge planning, which includes 
individualized case management, housing placement, sub- 
stance abuse and mental health treatment referrals, enrollment 
in benefit programs, and referrals for assistance with employ- 
ment and other social services. 

Approximately 15% of inmates reported using improvised 
barrier protection methods during sex, and 38% recommended 
making condoms available in prisons. Providing condoms to 
sexually active persons is an integral part of HIV prevention 
interventions outside prisons. However, in most prison and 
jail settings, condoms are considered contraband (4). Condoms 
are provided to some inmates in state prisons in Mississippi 
and Vermont and jails in Los Angeles, New York, Philadel- 
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TABLE 1. Characteristics and self-reported human immunodeficiency virus (HIV) risk behaviors of prison inmates* who became 
HIV positive during incarceration, compared with matched controls* — Georgia state prison system, 2005 


Case inmates* Controls* Exact 
Characteristic/Behavior No. (%) No. (%) odds ratio (95% Cl*) p-value 


Age (yrs) 
Median (range 36 | E 77 — <0.018 
<26 Referent 
— 58 0.3 
Race" 
White 23 (41) Referent 
Black ¢ ¢ { C 1.4 
Ethnicity 
Non-Hispani 53 (93 ¢ Referent 
Hispanic 4 6) (6) 1.3 
Body mass index (kg/m?) at entry 
Median (range 23.8 (18.5-40.2 27.4 (19.3-38.5) _ 
25.4 1 (25 4 (66 Referent 
<25.4 ; 75) 2 34) 4.5 (2.1-11.2) 
Mental illness diagnosed in prisontt 


A 














Jo 4 59) 52 76 Referent 
Yes é 41) 16 24 2.7 (1.1-7.6) 
Had sex in prison 
Yes (3.7-—39.4) 
Sex partners 
Any male-n ey 45 13 8.2 (3.2-—26.6) 
W { 3 y 7.4 (2.9-—24.1) 
Any sex with male n staf : 32 4 5.5 (1.9-22.0) 


Ar 


Py 28 (1.0-9.9 
Any sex with visitors or prison volunteer 8.2 (1.2-—>999.9) 


Any sex with other ’ 0 0 9.6 (1.4—>999.9) 
Nature of sexual encounter(s)*** 


nt 


9.4 (3.0—40.0) 

9.5 (1.7-105.9 
Any rape as vict ¢ ) , ‘ on 4 10-575 1 
Type of sex acf885 


ex only ) 13 4 f 1 1.0—589.6 


ve anal or vaginal sex (no receptive sex r 10.6 (2.4-97.5) 


Any receptive anal sex 19 rf 4 9.0 (2.1-80.0) 
Injection drug user in prison 


‘ 


rt 


P ial 
Vew Nye 


Received tattoo in prison 


(1.3-16.4) 





nmates or matched control inmates were from other racial groups 
> lowest quartile of body mass index an J trol inmates 
t incarceration; a mental illness was a condition included within the Diagnostic and 
atric Association, 1994 
ny sex with other male inmate, any sex wit rison staff, any sex with female prison 
2*r) was the group of inmates who reported no sex with a person in that subcatex 
jrug use, or tattoo receipt) during the 6 months before incarceration. The denomi- 
persons who engaged in the respective behavior (sex in prison, injection drug use in 
prison, ar 
Sexual enct yf Increasing riSK: NO sex; Consensual sex Only; sex in exchange (with or without consensual 
Nsensual sex and/or sex in exchange) 
Sex tnat was Dartered ir > ing for TY } ri 


inspecitied reasor 


sex Dut n 


IQS, Or cigarettes), money, social reasons (e€.g., protection or gang initiation), or other 


Type of sex act was assigned a risk hierarchy in order of increasing risk: no sex, oral sex only, insertive anal or vaginal sex (with or without oral sex and 
‘ eceptive ana! sex), and receptive anal sex (with or without insertive sex and/or oral sex) 


th nor 
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TABLE 2. Exact multivariate conditional logistic regression analysis of 
characteristics and risk behaviors among prison inmates* who became 
HIV positive during incarceration, compared with matched controls* — 


Georgia state prison system, 2005 


ated with HIV seroconversion, insufficient data are 
available to determine whether a statistically signifi- 


cant association existed between lower BMI and 





Case 
inmates* Controls* 


No. (%) No. (%) AORS 





Characteristic/Behavior 


(95% Ci) p-value 


repo rt ed rape. 


The findings in this report are subject to at least 





three limitations. First, risk behaviors might differ 


meetin plot ngaa ~ a a a i Beye = ps between seroconverters identified through voluntary 
Body mass index HIV testing and those refusing voluntary HIV test- 
<25.4 kg/m? at entry 51 (75) 23 (34) 38 (1.2-15.2) 0.02 ing, limiting representativeness. Second, recall bias 
Black race 45 (66) 40 (59) a7 (1.1-16.7) 0.03 





NOTE: All values are statistically significant 


* Case inmates (n = 68) were male prison inmates who seroconverted to HIV in prison; 
controls (n = 68) were HlV-uninfected male prison inmates with comparable sen- 


, tence lengths and time served 

~ Human immunodeficiency virus 

~ Adjusted odds ratio 
Confidence interval 


phia, San Francisco, and the District of Columbia (4). A 
recent survey in a large jail in a U.S. city reported that con- 
dom distribution was acceptable to most inmates and correc- 
tional officers (8). Departments of corrections with existing 
condom distribution programs should evaluate those programs 
to determine their effectiveness; departments of corrections 
without condom distribution programs should assess relevant 
state laws, policies, and circumstances to determine the feasi- 
bility and benefits and risks of implementing such programs. 

Although no case of HIV transmission via tattooing has been 
documented, the procedure carries a theoretical risk for trans- 
mission if nonsterile equipment is used. In this investigation, 
receipt of a tattoo was associated with HIV seroconversion. 
Further investigation is required to explore commonalities in 
time frames, tattoo artists, or equipment among HIV- 
infected inmates who reported tattooing as their only risk 
behavior and to determine whether the association between 
tattooing and HIV seroconversion identified in this investiga- 
tion is causal. 

Black race was significantly associated with HIV 
seroconversion, although no differences in risk behaviors were 
identified among racial groups. HIV disproportionately 
affects blacks in the general population, and 86% of males 
who were already infected with HIV when they entered GDC 
facilities were black. Black-only sex or tattooing networks 
might exist in prisons, given that 63% of all male inmates and 
86% of HIV-infected men in GDC facilities are black. If so, 
then black race might be a marker in the analysis for the choice 
of sex or tattooing partners within these networks. Having a 
BMI of <25.4 kg/m? also was significantly associated with 
HIV seroconversion, but the implications of this finding for 
HIV transmission and prevention are unclear. Although BMI] 


was explored in the analysis as a physical characteristic associ- 


might have affected the reporting of HIV risk behav- 
iors. Finally, although ACASI interviews were con- 
ducted to provide privacy and reduce social 
desirability bias, inmates might have inaccurately 
reported HIV risk behaviors because sex between 
inmates, sex with correctional staff, injection drug 
use, and tattooing are illegal or forbidden by policy 
in this prison system. 

In response to this investigation, GDC is evaluating 
options to modify existing HIV prevention education and 
house HIV-infected inmates in a limited number of facilities. 
Three state prison systems (Alabama, Mississippi, and South 
Carolina) house HIV-infected inmates in separate facilities to 
provide focused medical care. At least three other state prison 
systems (California, Florida, and Texas) house some HIV- 
infected inmates with advanced disease or those requesting 
separate housing in “centers of excellence” for medical care; 
HIV-negative and HIV-infected inmates mix for education, 
vocational training, religious, and other prison programs. 
However, separate housing of HIV-infected inmates is lim- 
ited in that it 1) does not reduce the spread of other sexually 
transmitted, opportunistic, and bloodborne infections, 2) 
might increase the risk for tuberculosis outbreaks (9), 3) raises 
concerns about disclosure of inmates’ HIV status and access 
to prison programs, and 4) does not prevent transmission by 
inmates who are unaware that they are infected or by HIV- 
infected corrections staff. No data are available on the effec- 
tiveness of separate housing for HIV-infected inmates as an 
HIV prevention strategy. 

Although this investigation was conducted in a single state 
prison system, incarcerated populations in other correctional 
settings are at risk for HIV infection, both while in prison and 
after release into the community. Corrections officials, in part- 
nership with public health officials, should assess the adequacy of 
existing programs and services for incarcerated populations and 
develop strategies to reduce HIV infection, both in prisons and 
in the community. This recommendation is consistent with one 
recently issued by the Presidential Advisory Council on HIV/ 
AIDS, which called for improved HIV prevention in U.S. pris- 
ons, jails, and correctional facilities (/0). 
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SAT tee a Data to Detect Health Hazards 


D Duran, MPH, 


During Hurricane Season — 
Florida, 2003-2005 


Eight hurricanes made landfall in Florida from August 13, 
2004, through October 24, 2005.* Each hurricane caused 
flooding and widespread power outages (/—4). In the fall of 
2004, the Florida Department of Health (FDOH) began ret- 
| 


] 
rospectivels reviewing dz 


Information Center Network (FPICN) during the 2004 hur- 


ita collected by the Florida Poison 


ricane season. During the 2005 hurricane season, FOOH, in 


I \ 


consultation with FPICN, initiated daily monitoring of 


FPICN records of exposures that might reflect storm-related 
1 1 ] | | ] } 
health hazards. Analysis of these data determined that 28 car 


bon monoxide (CO) exposures were reported to FPICN in 


the 2 days after Hurricane Katrina made its August 25, 2005, 
| j 1] | | 
landfall in Florida, en route to a second landfall on the Gulf 
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Centers (AAPCC) guidelines regarding harmful substances 
circumstances of exposure, clinical findings, disposition, and 
follow-up.’ FPIC lefines exposure as contact with a sub 
ince that could be h tul to health via ingestion, inhala 
tion, injection, or mucosal membrane/dermal exposure. 
FDOH selected the following hurricane-related exposures 
for daily monitoring in 2005 and retrospective review of data 
trom 2004: CO; hydrocarbon fuels; batteries and fire/matches 


explosives; bites/stings and snake bites; contaminated, pol- 
, or sewage water; and food poisoning (Table). For this 


lysis, exposures t moke or exhaust gas (e.g., from 


notor vehicles) were t included as CO exposures. FOOH 


compared exposures from 30 days before and up to 1 week 
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TABLE. Types and sources of exposures reported to the 
Florida Poison Information Center Network that were moni- 
tored by the Florida Department of Health during the 2005 hur- 
ricane season 





Exposure type Source of exposure 





Carbon monoxide Improper storage, ventilation, and mainte- 


nance of generators 
Hydrocarbon fuels Gasoline siphoning for fuel and use of oil- 
based lamps for alternative light sources 


Batteries and fire 
matches/explosives 


Use of alternative power sources for lighting 
and electronics that result in dermal injuries 


Bites/stings and snake Environmental exposure during power 
bites outages and property restoration 


Contaminated, polluted, 
or sewage water 


Sewage overflows and spills resulting from 
sewer lift stations knocked out by storm 
surges, excessive rainfall, and power 
outages 

Food poisoning Inadequate food refrigeration and storage 
undercooked food products 





after a hurricane’s landfall to determine whether increases in 
exposures occurred. Data for 2005 also were compared with 
2003 hurricane-season data because no hurricane made land- 
fall in Florida that year. 

A major public health concern after storms is CO poison- 
ing associated with the use of portable, gasoline-powered gen- 
erators (5). The FDOH review of 2004 data indicated 
increased numbers of reported CO exposures in the days after 
Hurricanes Charley (38 reports), Frances (49), and Jeanne (42). 
In 2005, approximately 18 hours after the eye of Hurricane 
Dennis made landfall, FPICN received reports from health- 
care facilities of eight CO poisonings in two families. In the 2 
days after Hurricane Katrina struck south Florida on August 
25, 2005, FPICN received reports of 28 CO exposures 
(Figure 1), including 20 attributed to improper use and ven- 
tilation of generators. From October 24, 
2005 through November 4, 2005, a total 
of 58 CO exposures occurred during power 


outages resulting from Hurricane Wilma. 20 5 


those 12 exposures occurred while persons were 
siphoning gasoline for portable generators. In both 2004 and 
2005, the number of incidents involving other analyzed 
exposures (e.g., batteries, fire/matches/explosives, or bites/ 
stings) after hurricanes did not differ substantially from 
baseline exposure data. 

During the 2005 hurricane season, beginning the day after 
hurricane landfall and continuing for 3-10 days, daily graphs 
illustrating the frequency of exposures to harmful substances 
were posted on EpiCom, the secure information-sharing 
Internet site maintained by FDOH, and on the Epidemic 
Information Exchange (Epi-X), the secure communications sys- 
tem for public health officials maintained by CDC. The graphs 
were also distributed to the Planning Section of the FDOH 
Incident Management Team. County officials used the infor- 
mation to foster awareness of possible health hazards before, 
during, and after landfall of each hurricane in 2005. Informa- 
tion about CO and hydrocarbon fuel exposures was used to 
alert the public to the hazards of improper use of portable, 
gasoline-powered generators. Public health announcements 
also described how to disinfect water for consumption and 
prevent foodborne illness by practicing safe food handling and 
spoiled food disposal. 

Reported by: RS Kay, MPH, RS Hopkins, MD, C Blackmore, DVM, 
PhD, D Johnson, MD, Florida Dept of Health; JL Schauben, PharmD, 
Florida Poison Information Center—Jacksonville; Florida Poison 
Information Center Network Data Center; R Weisman, PharmD, 
Florida Poison Information Center-Miami; V Speranza, PharmD, 
Florida Poison Information Center—Tampa. M Belson, MD, JG Schier, 
MD, M Patel, MD, Div of Environmental Hazards and Health Effects, 
National Center for Environmental Health; ] Schulte, DO, Career 
Epide miolog) Field Officer, CD¢ 

Editorial Note: In 2005, daily monitoring of detailed data 


from poison control centers in Florida enabled prompt atten- 


FIGURE 1. Number of reported carbon monoxide exposures* and landfalls of 
hurricanes, by date, July 1-November 13 — Florida, 2003' and 2005 
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| 
increase in exposures to hydrocarbon fuels 


7 7 Dennis 


after Hurricane Wilma, when prolonged 


widespread power outages were accompa- 


Number 


nied by a gasoline shortage (Figure 2). In 
September 2004, FPICN detected an 
increase in exposure to hydrocarbon fuels 
in the days before and after Hurricane 
Frances made landfall. Of 24 exposures to 
hydrocarbon fuels reported the day after 
landfall, 12 (50% 


persons siphoning gasoline, and three of 


) were directly related to 





Katrina Rita Wilma 


\ 
\ | 
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* Exposures to carbon monoxide reported to the Florida Poison Information Center Network 
In 2003, no hurricane made landfaii in Florida 














428 MMWR 


April 21, 2006 





FIGURE 2. Number of reported hydrocarbon fuel exposures* 
and hurricane landfall, by date, October 15—-November 3 — 
Florida, 2003" and 2005 


MOH continu 


nospit 


ind leiter sur 


| ] 
lance chief complain 


and discharge data 9 10 Howe, 


ri ' | ‘ 
Icanes, nospit iis 


| | ri , ' : 
(nat Make routing un 1IOniINng a l \ ian LITTICUll in 


2004, FPICN received telephone cal 


] 1 1 1 1] 
from residents in their homes who were told by 


ls during four hurricanes 


gency operators not to go to health-care facilities because travel 
was too hazardous. After these hurricanes, FPICN received 
reports and inquiries from residents because travel was 
impaired, the nearby hospital was damaged, or wait times at 


the hospitals were excessive. Therefore, monitoring of local 


poison control center data provided a valuable supplement to 
the hospital-based surveillance system. 
Che findings in this report are subject to at least two limita- 


. ] 
tions. First, underreporting tO poison control centers (e.g¢., 


: 
because of telephone service disruption) might have occurred. 
Second, delays might have occurred between exposures to a 
; ; ; 
harmful substance and recognition by a person that their ill- 


| 
ness was related to that exposure (e.g., headache resulting from 


CO exposure 
During 2005, FDOH monitoring of FPICN data enabled 


timely detection of increases in CO and hydrocarbon fuel 


exposures before, during, and after hurricanes. Public health 


departments might con collaborating with local o1 


regional poison control centers to monitor fo! exposures after 


disasters. Evaluation of ind national poison center sys 


tems for detecting outbreal yf diseases and Increases 1n I 


| 
ries OF POISONINGS SI Nngong process CO substantiate 


methods for collecti ind decision-making based 


on these data 
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Rapid Needs Assessment of Two 
Rural Communities After Hurricane 
Wilma — Hendry County, Florida, 
November 1-2, 2005 
On October 24, 2005, Hurricane Wilma, the most intense 
hurricane (882 mb) ever recorded in the Atlantic Basin, made 


landfall on the southern tip of Florida (/). By landfall, Wilma 


had been downgraded from a Category 5 (i.e., winds of >156 


mph) to a Category 3 hurricane but still contained winds of 


>110 mph. The storm moved slowly over the Florida Keys 
and south Florida, causing extensive wind and flood damage 
to homes and businesses. Approximately 3 million households 
were left without power, and thousands of residents were dis- 
placed to temporary shelters; 10 deaths were storm related 


(2). On October 27, the Florida Department of Health 


(FDOH) asked CDC and the North Carolina Division of 


Public Health (NCDPH) for assistance in performing a rapid 
needs assessment of communities most affected by the storm. 
On the basis of information from local public health officials, 
field assessment teams, and electric power companies, FODOH 
identified Hendry County, a rural county with a 2000 popu- 
lation of 36,210, as the most severely affected area. Two Hendry 


County communities, Montura Ranch Estates and Pioneer 


Plantation in the town of Clewiston (pop. 6,460), were of 


particular concern. According to the 2000 census, nearly 20% 
of Clewiston residents lived below the poverty level (3). The 
assessment determined that approximately one third of house- 


holds also had been affected by at least one other hurricane 


that preceded Wilma during 2004 and 2005. More than half 


of the households surveyed lived in homes that were damaged 
but still habitable, and 10% of households in Montura Ranch 
Estates reported their homes as uninhabitable; approximately 
73% of households had not received information about how to 
remain safe during clean-up activities. Results of the assessment 
were immediately provided to the Hendry County Emergency 
Operations Center, Hendry County Health Department, and 
FDOH for allocation of resources to help these communities 
recover from the hurricane. 

During November 1-2, teams from FODOH, CDC, NCDPH, 
and North Carolina Public Health Regional Surveillance Teams 
(PHRST) traveled to Clewiston, on Lake Okeechobee in south- 
central Florida, to assess the needs of residents in the two com- 
munities 8 days after Hurricane Wilma. The local tax appraiser's 
office provided information regarding property parceis, which 
was used to obtain a sample population. Any parcel that did 
not contain at least one building structure was excluded from 
the survey. Samples of 166 of 1,222 parcels thought to have 
structures in Montura Ranch Estates and 140 of 345 parcels in 


Pioneer Plantation were randomly selected using statistical analy- 


sis software, and locations were mapped as described previously 
(4,5). Because more than 40% of Clewiston residents were 
Hispanic, bilingual teams were deployed, and all survey ques- 
tions were asked in English or Spanish. 

In Montura Ranch Estates, teams used handheld devices 
equipped with global positioning system technology to locate 
the selected parcels and personal digital assistants (PDAs) to 
record survey responses. In Pioneer Plantation, teams used 
paper maps of the area to locate selected parcels. Interviews 
were conducted using both paper and PDA versions of the 
questionnaire. 

Interviewers in both areas made at least four attempts, at 
least 1 hour apart, to make contact with the selected house- 
holds. In all cases, the reason for an unsuccessful interview 
attempt was recorded. When an interview could not be 
obtained at a selected address, teams proceeded to the next 
address on their list. 

During November 1-2, teams approached the 166 parcels 
in Montura Ranch Estates and 140 parcels in Pioneer Planta- 
tion. Ninety-one interviews were completed in Montura Ranch 
Estates (overall response rate: 55%) and 74 in Pioneer Planta- 
tion (overall response rate: 53%), for a total of 165 house- 
holds. In Montura Ranch Estates, 17 (10%) of the 166 parcels 
approached contained no identifiable housing structure. 
Thirty-seven (22%) contained a housing structure that was 
not occupied at the time of the interview attempt. Ten (6%) 
homes were inaccessible (e.g., because of flooding or debris), 
and nine (5%) were destroyed. Two (1%) of the parcels were 
occupied by households that declined to be interviewed. In 
Pioneer Plantation, 12 (9%) of the 140 parcels approached 
contained no identifiable housing structure, and 39 (28%) 
contained homes that were unoccupied. Eleven (8%) homes 
were inaccessible, and two (1%) were destroyed. Households 
at two (1%) parcels declined to be interviewed. 

In both Hendry County communities, the average house- 
hold size was three persons, both before and after Hurricane 
Wilma. In Montura Ranch Estates, 11 (12%) households had 
at least one occupant aged <2 years, and 32 (35%) had at least 
one occupant aged >65 years. In Pioneer Plantation, one house- 
hold reported an occupant aged <2 years, and three (4%) 
households had at least one occupant aged >65 years. 

In Montura Ranch Estates, 74 (81%) households lived in 
mobile homes, and 17 (19%) lived in single-family homes 
(Table). Forty-seven (64%) Pioneer Plantation households 
lived in mobile homes and 26 (35%) in single-family homes. 
Thirty-five (38%) homes in Montura Ranch Estates and 34 
(46%) homes in Pioneer Plantation had minimal or no dam- 
age. Eighty-six (52%) of the homes in both areas were consid- 
ered damaged but habitable by the residents living there at 


the time of the interview. Nine (10%) homes in Montura 
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TABLE. Number and percentage of households reporting 
selected characteristics after Hurricane Wilma, by community 
— Hendry County, Florida, November 1-2, 2005 
Pioneer Montura 
Plantation Ranch Estates 


No. of No. of 
households households 


(n=74) (%) (m=91) (%) 








Characteristic 





Damage to home 


Minin 14ry 


al or NO damage 


Damaged, habitable 


Damaged, uninhabitable 
House structure type 
Mc bile home 


be 
lwo-to-five—family 


Affected by another hurricane 
during 2004-2005 
Household utilities 


; 


y requiar GQarbDag I 
Food, water, supplies, 
and information 


sing weil wate 


j e nrecedina week 


Health care and social support 
At least one household member 





ind one 
ininhab! 
| OUSC holds in 


Moneer Plantation 


rim 
ic Ul 


ng roofs Ac cl 


hai | | . 1, — nifi L 
lousenoids in both communities hac 


i.e., running water, working toilet, and lan 


1 1 1 1 1 
ar telephone service). IW ; households in Montura 
Ranch Estates and seven in Pioneer Plantation reported 


, , ' 
laving a working carbon monoxide (CO) detector 


Eighty-two (90%) households in Montura Ranch Estates 
and 58 (80%) in Pioneer Plantation reported receiving disas- 
ter relief (e.g., food, water, ice, or shelter) in the 7 days before 
the interview. A total of 145 of 150 (97%) households in both 
communities reported having access to a 3-day supply of food, 
and 19 (13%) reported that at least one household member 
had been ill or sustained an injury since the hurricane. Six 
(4%) of 150 households reported that a household member 
had been unable to obtain needed medical care. 


Forty-five households in the two communities 


reported having received information about safety (e.g., safe use 


of pressure cleaners to reduce the risk for CO poisoning during 
hurricane cleanup) during the week before the survey. Radio and 
television were the most common sources of this information. 
Other sources included word of mouth and flyers. 

Reported by: WS 

S Ramsey, K He 


2) 
INES 


EIS Offi 


Editorial Note: Rural areas present unique challenges to 


assessing and fulfilling the needs of residents after disasters such 


as hurricanes. Although they often sustain more damage than 


| communities can be more difficult 


to assess because of lesser population density. Residents in cet 
| 1] . 
tain rural areas are more socieoeconomically disadvantaged and 


: , ' } . +] | 
often have more needs than thnell urban Counterparts, available 
r€ 


recovery resou KI) exhausted 


1 1 1 | 
that public health risk factors 
were present in Hendry County 8 days after Hurricane W ilma 


lamage was substantial, with more 


struck the area. 


than half of rhe 


ige from the storm 


habitable, sustaining dam 
of residents had used disas 
ter relief aid services 27% reported receiving 
information on clean ip safe ly /o OF survey partic! 
pants had a working CO detector in their homes, although 
one third of households had been affected by at least one pre 
vious hurricane in 2004—2005 

subject to at least three limita 


tions. First, residents of evacuated or destroyed homes were 


Che findings in this report 


unavailable for inclusion in the assessment, which likely underesti- 
] } j | 1 
mated overall needs. Second, homes that might have been occu 


pied but were inaccessible because of flooding or debris also were 
not included in the assessment. Finally, lack of updated census 


information and maps to accurately define the communities being 


assessed might have resulted in sampling errors. 


; ' 
On November 3, recommendations based on the findings in 


this report were presented to FDOH and the Hendry County 
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Emergency Operations Center, which responded immediately. 
Recommendations included the following: 1) provide residents 
with information and assistance on post-storm home 
remediation (e.g., clean-up safety, debris removal, and CO poi- 
soning risks), 2) restore electric power to households without 
it, 3) consider implementing a program to facilitate access to 
medical care and prescription drugs, 4) provide tarpaulins to 
residents with damaged roofs to temporarily prevent leaking, 
and 5) ensure that populations affected by the storm had knowl- 


edge of and access to food banks in their areas. 
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Update: Influenza Activity — 
United States, April 2-8, 2006 


During April 2-8, 2006,* the number of states reporting 
widespread influenza activity’ decreased to 10. Ten states 
reported regional activity, 15 reported local activity, 14 


reported sporadic activity, and one reported no activity 








(Figure 1). The percentage of specimens testing positive for 
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FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
April 2-8, 2006 

















*Levels of activity are 1) widespread: outbreaks of influenza or increases 
in influenza-like illness (ILI) cases and recent laboratory-confirmed influ- 
enza in at least half the regions of a state; 2) regional: outbreaks of influ- 
enza or increases in ILI cases and recent laboratory-confirmed influenza 
in at least two but less than half the regions of a state; 3) /ocal: outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in a single region of a state; 4) sporadic: small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of ILI; and 5) no activity 


influenza decreased in the United States. During the preced- 
ing 3 weeks (weeks 12-14), the percentage of specimens test- 
ing positive for influenza ranged from 26.4% in the South 
Atlantic region to 12.5% in the Mid-Atlantic region. During 
this period, regions reporting the highest proportion of iso- 
lates as influenza B included the Pacific (62.5%), Mountain 
(61.8%), and West North Central (61.2%) regions. Other 
regions reporting more than 30.0% of recent isolates as influ- 
enza B include the East North Central, West South Central, 
and New England regions. The percentage of outpatient visits 
for influenza-like illness (ILI)$ during the week ending April 
8 was below the national baseline.** The percentage of deaths 
attributed to pneumonia and influenza (P&I) was below the 
epidemic threshold for the week ending April 8. 


Laboratory Surveillance 

During April 2-8, World Health Organization (WHO) 
collaborating laboratories and National Respiratory and 
Enteric Virus Surveillance System (NREVSS) laboratories in 
the United States reported testing 1,908 specimens for influ- 
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were positive. Of these, FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
i were influenza A (H3N2) viruses, 36 were influenza A Ps by the nel Provider Surveillance . by week — 
United States, 2003—04, 2004—05, and 2005-06 influenza seasons 


H1N1) viruses, 77 were influenza A viruses that were not 


enza viruses, of which 300 (15.7° 


) 


‘ _ . 
ped, and 163 were influenza B viruses 


Since October 2, 2005, WHO and NREVSS laboratories 


SuDT) 


119,202 specimens for influenza viruses, of which 
were positive. Of these, 12,910 (85.4%) were 
a A viruses, and 2,203 +.6% 
ises. Of the 12,910 influenza A viruses, 5,234 (40.5' 
e been subty ped; +,935 (94.3 were influenza A (H3N2 
ind 299 (5.7 were influenza A (H1N1) viruses. 


P&I Mortality and ILI Surveillance 


4 ] T 
r the week ending April 8, P&I account 


national baseline was calculated as the mean percentage of visits 

LI during noninfluenza weeks for the preceding three seasons, plus 
vo standard deviations. Noninfluenza weeks are those in which <10% of 
atory specimens are positive for influenza. Wide variability in 

nal data precludes calculating region-specific baselines; therefore 


1g the national baseline to regional data is inappropriate 


j l ] 
orf the deaths occurred during the current 


influenza season, and two occurred during the 2004-05 


Pediatric Deaths and Hospitalizations a ea 
Hiiil AL iid Cds il. 
During October 2, 2005—April 8, 2006, CDC 1 During October 1, 2005—April 2006, the preliminary 
[ S 1.1 : . fa] . Ph 
laboratory -contirmed iIntluenZa-associated hospitalization rate 
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| > | { ease . < 
the Emerging Intections Program®* tor children 





vears was 0.98 per 10,000. For children aged 0—4 


?.31 per 10,000 and 0.31 

10,000, respectively. During October 30, 2005—April | 

the liminat lal oratol nfirmed influenza 

iated hospitalization rate fol cl i| IfCTl Age \ + years 1n 

FIGURE 2. Percentage of deaths attributed to pneumonia and the New Vaccine Surveillan twork’* was 4.0 per 10,000 

influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


Human Avian Influenza A (H5N1) 


) . 1 
No human avian influenza A (HS5N1 irus infection has 


| . ] j I 1 
r been identified in the United States. From December 2003 


hrough April 13, 2006, a total 194 laboratory-confirmed 
human avian influenza A infections were reported to 
WHO from Azerbaijan, Caml 1, China, Egypt, Indone 


sia, Iraq, Thailand, Turkey, and Vietnam.*** Of these, 109 
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(56%) were fatal (Table). This represents an increase of one although rare instances of human-to-human transmission 


case in Indonesia since the previous update on April 11. The likely have occurred (/). 


majority of infections appear to have been acquired from Reference 
direct contact with infected poultry. No evidence of sustained 1. Ungchusak K, Auewarakul P, Dowell SF, et al. Probable person-to- 
person transmission of avian influenza A (H5N1). N Engl J Med 2005; 


352:333-40. 


human-to-human transmission of HSN1 has been detected, 


TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World Health 
Organization, by country — worldwide, 2003—2006* 





Year of onset 


2003 2004 2005 2006 Total 
No. of No. of No. of No. of No. of 








Country cases Deaths cases Deaths cases Deaths cases Deaths cases Deaths 





Azerbaijan 
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China 
Egypt 
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Iraq 
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* As of April 18, 2006 


Notice to Readers 


Africa Malaria Day — April 25, 2006 





Approximately 90% of the estimated 1 million deaths caused 
by malaria each year occur in Africa, where every 30 seconds a 
child dies from malaria (/). To confront this public health 
problem, on April 25, 2000, government leaders from 44 
African countries met in Abuja, Nigeria, and signed the Abuja 
Declaration, committing their countries to decreasing malaria 
deaths in Africa by 50% by 2010 (2). This event has been 
commemorated every year since on Africa Malaria Day.” 

This year's theme, Universal Access to Effective Malaria 
[reatment Is a Human Right, and the associated slogan, Get 
your ACT Together!, underscore the importance of ensuring 
access to artemisinin-based combination treatment (ACT). 
Because chloroquine is no longer effective in Africa and resis- 
tance is increasing to other first-line antimalarials, the World 


Health Organization has recommended a change to ACTs, 


and many African countries now recommend first-line use of 


ACT, a more expensive, but more effective drug regimen (3). 

Africa Malaria Day also is an occasion to recognize renewed 
global commitment to the fight against malaria. On Africa 
Malaria Day in 2005, the World Bank pledged $500 million 


to $1 billion over the next 5 years to its Global Strategy and 





Booster Program for Malaria Control to strengthen program 
design and implementation, increase intervention coverage, 
and improve outcomes. Antimalaria projects have been 
approved in the Democratic Republic of the Congo, Eritrea, 
Niger, and Zambia, and preparations are under way in nine 
additional countries. 

In May 2005, the Program for Appropriate Technology in 
Health (PATH), an international nonprofit organization, 
partnered with Zambia to promote rapid scale-up of malaria 
interventions in sub-Saharan Africa. The Malaria Control and 
Evaluation Partnership in Africa, consisting of PATH, the Gov- 
ernment of Zambia, and other local and global partners, is 
working to increase malaria prevention and control and assess the 
impact on morbidity and mortality of major interventions, 
including case management, personal protection with insecti- 
cide-treated nets (ITNs) and indoor residual spraying (IRS), 
and prevention of malaria during pregnancy. Before and dur- 
ing the recent transmission season, the Zambian government 
distributed approximately 500,000 ITNs and retreatment kits, 
extended IRS to eligible households in 15 districts, and extended 
ACT coverage to all district health facilities. 

On June 30, 2005, the President's Malaria Initiative (PMI)' 
pledged $1.2 billion over the next 5 years to support malaria 
prevention and treatment in sub-Saharan Africa. PMI’s goal 


is to reduce malaria deaths by 50% in each of the target coun- 





oy" er 
at hetp://www.fightingmalaria.gov/index.html 
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tries after 3 years of full implementation. In December 2005 
and January 2006, the United States, in partnership with min- 
istries of health, nongovernmental organizations, academia, 
und private industries, launched PMI in the first three target 
countries (Angola, Tanzania, and Uganda) with distribution 
of more than 300,000 ITNs and IRS of 100,000 homes. PMI 
plans to ultimately reach 175 million people in up to 15 ot 
more African countries most affected by malaria. PMI activi 
ties are integrated with the Global Fund to Fight AIDS, 
fuberculosis, and Malaria, which has more than $1 billion 


malaria interventions 
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Notice to Readers 


National Infant Immunization Week — 
April 22-29, 2006 
week of April ’2—29, 2006 is National Inf Immu 
tion Week (NIIW) and Vaccinatior eek in the Ameri 
VWA). During 


rhout the United States are expected to participate 


communities 


Lr 


Y-VWA by sponsorit 
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Western Hemisphere 


250.000 cases in 1990 to 75 cases 


ipproxim itely 


1 total of 62 cases of meas! yne case of wild 


ind no cases of diphtheria were reported in the 
ates (3). \pproximately 1 1,000 infants are born each 
United States; according to the recommended child 

| 


nood immunization schedule they require approximately) 


s OF vaccine 18 19 Injections USING combination Vac 


cines) before age 2 years to protect them from 13 vaccine- 


preventable diseases (4). 

Arizona, Utah, and communities along the United States— 
Mexico border will host kick-off events highlighting the need 
to achieve and maintain high childhood vaccination coverage 
rates, including provider education activities, media events, 
and immunization clinics in collaboration with CDC, state 
and local health departments, the United States—Mexico Bor- 
der Health Commission, and the Pan American Health 
Organization (PAHO). 

NIIW is being held in conjunction with VWA. VWA, spon- 
sored by PAHO, targets children and other vulnerable and 
underserved populations with low vaccination coverage rates 
in all countries in the Western Hemisphere during this 
annual campaign. 

During NITW-VWA, CDC will introduce a new Spanish- 
language public education campaign, including television and 
radio public service announcements, posters, and print 
advertisements. Additional information about NITW-VWA and 
childhood vaccination is available from CDC’s National 
Immunization Program at http://www.cdc.gov/nip/events/niiw 
default.htm. Information on VWA is available at http://www. 
paho.org/I nglish DD/PIN/vw_2006.htm 
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Errata: Vol. 55, No. 14 


In the report, “Exposure to Mumps During Air Travel 
United States, \pril 2006, an incorrect city name was given 
for the location of Northwest Arkansas Regional Airport. The 
correct city is Bentonville, Arkansas. 

In the report, “Botulism from Home-Canned Bamboo 
Shoots Nan Province, Thailand, March 2006,” on page 
390, the second sentence of the third paragraph should read, 

[wenty vials of heptavalent antitoxin (A—G) were provided 
by the United Kingdom Department of Health with assis 
tance from the World Health Organization, 50 vials of biva 
lent antitoxin (A, B) were donated by CDC, and 23 vials of 


A, B, E, I 


National Institute of Infectious Diseases in Japan 
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quadrivalent antitoxin were donated by the 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Outpatient Department (OPD) Visits in Which Only 
a Mid-Level Provider Was Seen and in Which Both a Physician 
and a Mid-Level Provider Were Seen — United States, 1993-2004 


12 





Ey Mid-level provider only 


[| Physician and mid-level provider 


Percentage 








1993-1994 1995-1996 1997-1998 1999-2000 2001-2002 2003-2004 


Years” 


* Data reflect average annual estimates for each 2-year period 


Since 1993-1994, the annual number of OPD visits increased by 39% to approximately 90 million 
during 2003-2004. Although the majority (80%) of OPD patients were seen by a physician during 
2003-2004, the role of mid-level providers (e.g., physician assistants, nurse practitioners, and midwives) 
became more prominent. Since 1993-1994, the percentage of visits in which only a mid-level provider 
was seen increased from approximately 6% to 11%. During the same period, the percentage of visits 
in which both a mid-level provider and physician were seen did not change, and the percentage of 
visits in which only a physician was seen decreased by 4%, from 81% to 78%. 


SOURCE: Unpublished data from the National Hospital Ambulatory Medical Care Survey (NHAMCS), 
1993-2004. Available at http:// www.cdc.gov/nchs/nhamcs.htm. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending April 15, 2006 (15th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 (15th Week)* 





Chiamydia‘’ 


Coccidioidomycosis 


Cryptosporidiosis 





Previous 
Current 52 weeks 
Reporting area week Med Max 


Previous 
Cum Current 52 weeks Cum 
2006 week Med Max 2006 
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—52 weeks _ Cum 
Med Max 2006 





United States 7089 18.506 25 285 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 


(15th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 


Previous 
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52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 135 31% 902 3,618 4,398 2,632 6.328 8.270 84,081 91,354 20 37 114 574 771 
New England 3 28 71 244 389 68 108 285 1,349 1,403 3 12 37 49 
ecticut 37 4€ 10 40 238 379 344 0 8 8 17 
Ma 1 1€ 41 1 2 6 39 40 1 4 2 
ha 1 4 4 169 5 48 76 709 816 1 5 19 20 
oh J 8 1 4 } 65 38 3 2 
2 3 21 8 25 139 153 5 1 6 
) 4¢ 1 4 18 12 1 3 4 
Mid. Atlantic 41 65 64 6: 875 334 6,886 9,395 E 28 106 134 
N erse ? 18 55 149 58 1,167 1,630 4 2 20 
New York pstate 37 : 237 254 25 161 1,669 1,774 6 2 25 38 41 
. , 33 129 6 843 2.803 1 Q 12 25 
f 1¢ 1 8 39( 3,207 3,188 8 54 48 
E.N. Central 1 54 10% 511 122 619 1,371 1.934 20603 17,175 2 € 14 73 124 
13 4 194 162 89 761 4,355 4,468 1 5 14 35 
h N 8 161 229 2,473 2,238 1 6 14 22 
' 38 é € 825 7,259 2,491 1 3 14 9 
4 { 38 681 4597 63 6 25 45 
39 68 1 1 172 1919 1 1 3 6 13 
W.N. Central 11 : ’ 338 19 171 361 461 4,777 4 12 o7 32 
4 14 Q fay , 54 0 4 
K 4 ) 44 44 ) 48 124 2 3 1 
f ~ 4 f 88 9 10 13 
‘ 1! 7 18 240 1 7 12 13 
‘ 1 56 1 2 3 
» ¢ 4 2 1 
1 é 15 4104 0 
S. Atlantic 19 111 728 6e 638 1,464 2.288 22,246 é } 25 152 200 
. 1 € 1 44 21 0 
4( 67 5 0 1 
) > 4 ¢ 51 5 BR 49 
f ? f 1 3.748 6 54 
‘ 4 4¢ 4 242 1,914 5 17 32 
p ! 1 4 766 4,812 14 15 35 
1 3 783 2,898 1 3 13 8 
8 149 289 2.439 ~ 15 19 
W Virg 8 4 34 18 4 a 13 
E.S. Central f 19 } 106 3 44 868 7 546 8 7 
Alabama 3 491 2.031 4 7 
r t ky N f 07 1.104 2 ) 
K = = 3 2 
4 4 f 284 2.471 5 28 
W.S. Central 1 3 } \ 58 7 1,307 13,174 6 47 
Arkansa 1 1 1 BE 186 1 a 
461 3 E 25 
k 81 764 1 4 24 22 
N N 494 631 6.675 1 
Mountain } 529 2.920 3.757 4 10 92 
A ) 17€ 1,154 1,384 1 a 36 
f 0 516 871 5 23 
10 25 31 1 1 2 
- 4 13 30 43 0 
- 4 195 482 822 1 10 
ree ! } 64 440 394 3 11 13 
9 79 é 2 226 196 4 10 7 
¢ is 47 1¢ 2 1 1 
Pacific 8 181 4 8 938 10675 11,33 20 32 6 
Alask é 8 ] 1 23 156 146 19 3 2 
B ) 4 } 64 804 8.775 9,430 8 3 14 
36 251 281 2 4 3 
7] 8 19 8 58 316 466 8 21 37 
PY: 49 44 7 142 1.177 1,012 4 1 
¢ U \ 0 U U U 0 U U 
N.N ( J 0 U U U 0 U U 
0 1 0 
14 } é 16 97 118 1 
4 35 0 
A ealth of Northe Mariana Isiand 
No reported cas¢ N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jata f eporting years 20( 1d 2006 are provisiona 
jat ported through the National Electronic Disease Surveillance System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 
(15th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 2005 week Med Max 2006 
United States 17 : : 5 











345 1,10 1,529 14 40 


New England 
Mid. Atlantic 
E.N. Central 


W.N. Central 


Kar 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 
(15th Week)* 





Lyme disease Malaria 
Previous Previous 


Current 52 weeks Current 52 weeks 
Reporting area week Med week Med Max 











United States 13 ) 33 28% 37 5 24 110 


New England 232 7 1 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


—b» 


Pacific 


oa 
mM 


wn 


CC whnh= 





nwealth of Northern Mariana Islands 


No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
or reporting years 2005 and 2006 are provisional 


nal Electronic Disease Surveillance System (NEDSS) 


reported through the Natic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 
(15th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 











Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 





United States 21 83 388 469 1€ 13 58 64 63 108 4 


429 


New England 


S. Atlantic 


E.S. Central 


K 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 


(15th Week)* 












































Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 2005 
United States 188 1,182 ) 35 98 292 166 285 865 2,137 6,679 7,112 
New England t 1 1 4 85 342 
ticut ) 8 78 78 
aa 4 R N N ; 8 14 
MA ‘ 4 4 41 247 
4 12 21 25 
) 1 17 11 15 
1 10 4 23 
Mid. Atlantic 1 8 5 13 3 4 275 
Ne ey 3 1¢ 41 
4 2 2€ 1 234 
k 1 44 
) ¢ 3 ) 7 31 ah 
E.N. Central € 2 3 4 48 209 941 
1 1 29 125 308 
1 71 6 
1 1 35 189 
3 1 1 52 194 
1 = 45 188 
W.N. Central 17 7 4 92 458 
“ 18 64 
a 1 417 7 
4 4 31 447 
1 6 4 ¢ 4C 46 31 
4 32 } 
4 4 11 
k 1 2 2 31 
S. Atlantic 8 1 94 69 113 507 1 1,824 
q } | 16 
4 ~ 10 3 
4 3 7 f ) 230 819 
9 15 4 4 : 70 280 
A , 1 7] 4 39 110 
f 4 5 BC 14 354 
1 66 142 
we ) 13 18 
E.S. Central 4 4 5 ‘ 134 342 398 
A uy ) 1 | 39 130 109 
K 66 46 
¢| BE 49 64 
Q 3 ¢ 4 40 97 179 
W.S. Central 4 4 84 889 761 534 
Ark 8 67 230 0 
1 42 66 139 
1 45 849 411 266 
Mountain 7 19 111 478 467 
A oa 27 145 151 
, 45 144 446 
17 20 28 
{ 16 28 21 
° 8 23 47 
h 2 4 13 34 44 
3 7 f 31 69 51 
, 4 y 18 10 
Pacific 14 415 965 1.202 
Alaska 4 1 7 8 14 
1 ) 285 716 931 
0 5 15 2 82 
1 8 25 90 
N N N 15 - 121 85 
U U t 2 U ! 
U U L 0 0 U U 
m 0 : 1 
’ 0 N N 7 23 15 95 
> \t} f Nortt Mariar nd 
No re ed ca N: Not notif m: Cumulative year-to-date counts Med: Median Max: Maximum 
f rer ng yea 4 { 06 are 
4 reported tt h the National Electronic C e System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 


(15th Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
Current 52 weeks Cum Cum 


Reporting area week Med Max 2006 2005 


Current 
week 


Previous 


52 weeks Cum 


Previous 
Cum Current 52 weeks Cum Cum 





United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


Kar 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


Med Max 2006 


2005 week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 


(15th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages 


Syphilis, primary and secondary 


Varicella (chickenpox) 












































Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 38 49 303 954 1,003 71 170 313 1993 2,163 1,082 647 3,062 15,024 7,962 
New England 1 14 } 57 4 17 57 51 20 34 1.130 397 987 
ecticut U 11 12 2 U 0 0 U U 
Ma N N N 2 3 1 6 20 85 105 
M t { f 418 2 5 34 41 14 86 2 862 
Vew Ha hire 2 4 3 10 6 1,110 124 
and ) ¢ 6 3 4 ( 0 . 
9 { 1 5 25 186 20 
Mid. Atlantic 1 +4 101 4 2 34 211 294 69 118 182 1,844 1,558 
New ey N N h 7 46 40 0 0 
k (Upsta 11 38 - 15 44 19 0 
Jew York Cit 1 21 59 191 0 0 4 
) 4 ) 8 62 44 69 118 182 1,844 1,558 
E.N. Central 1 1 3 4! 236 4 19 42 234 148 486 154 541 6.151 2 165 
‘ 1 9 32 88 42 1 5 4 28 
: 4 1 5 24 17 N 347 N N 
M € 8 39 21 63 88 231 1,693 1,354 
e 149 4 11 69 61 423 36 380 4,181 589 
" 1 14 7 2 41 273 194 
W.N. Central 1 191 9 45 66 84 5 73 673 64 
: N N N ) 1 2 4 N 0 N N 
» . j R 4 2 o ¢ 0 
M 191 1 4 6 17 0 - 
M , , - 27 8 8 12 72 639 2 
/ k 1 1 ) 1 
ak 1 25 15 a 
1 1 1 11 19 53 
S. Atlantic 19 4 44 183 511 5 72 84 1 735 
elaware 2 H 5 5 8 
i 8 11 ) 31 3 6 6 
29 211 214 0 
; , ) 8 142 3 0 
M 19 793 0 
I N N 4 17 AS 0 : 
; 4 20 2 14 45 346 180 
n 12 40 25 795 485 94 
W Virginia 4 1 1 4 70 621 447 
E.S. Central 4 14 73 64 4 2 5 4 0 
A ar t N N 12 76 5 0 
Ke ] 8 } 19 7 h 0 N N 
aa 11 17 0 7 
+ 11 50 44 N 0 0 N N 
W.S. Central 4 3 341 318 16 1.710 3.345 1.269 
Arkar f { € 27 15 87 99 261 
f 8 1 2 5 17 80 93 
‘ j N a 4 e 9 40 0 is ; 
xa N N h 1¢ 29 27 1 15 1,611 3,004 1,176 
Mountain 3 { 2 126 7 4 1.124 1.184 
Arizona ) N N 13 58 39 
, 3 8 18 74 618 820 
4 ) 3 1 4 0 
4 5 0 
6 22 35 0 2 
Mex 1 4 12 17 27 
2 1 3 27 8 55 
4 3 
Pacific 34 55 336 498 0 
Alask 4 5 3 0 
alif i N N N ] 53 259 436 0 0 
2 7 1 N ( 0 N N 
) N t 6 4 - N 0 0 N N 
N N h 11 61 5( N 0 N N 
] J 0 U U U 0 0 U U 
.M J 0 U U \ ) 0 U U 
0 - 0 0 26 
N N N 4 16 38 41 6 47 77 212 
and ) 0 - 0 
N.N mT ealth of Northe Mariana Island 
at No reported case N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
ata for reporting yea é are provisiona 
jata reported through the National Electronic Disease Surveillance System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 15, 2006, and April 16, 2005 


(15th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 


Reporting area 2006 


Non-neuroinvasive 





Current 


week 


Previous 


52 weeks 


Med 


Cum 
2006 





United States 
New England 


Mid. Atlantic 


vew Y 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


” 


W.S. Central 


Mountain 


Pacific 


Max 














446 MMWR April 21, 2006 





TABLE Ill. Deaths in 122 U.S. cities.” week ending April 15, 2006 (15th Week) 
All causes, by age (years) All causes, by age (years) 























All P&l' All 
Reporting Area Ages | >65 | 45-64 | sacl ual <1 | Total Reporting Area a >65 i 25-44 | 1-24 | <1 
New England 43 14 89 31 1 g S. Atlantic 1,106 26 1 
f ; MA 19O6 4: 1c d ¢ y 2 Atlanta. GA 70 4 9 
— , A ‘ 4 Baltimore. MD 161 

Charlotte, NC 
Jacksonville. FL 
Miami, FL 

orfolk, VA 

chmond, VA 
Sav annah GA 
sburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 
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Birmingham, AL 
Mid. Atlantic 4 1, 566€ 45 12 33 2 11¢ Chattanooga, TN 
Alt NY } : 1 1 Knoxv 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals April 15, 2006, with historical data 


DISEASE DECREASE NCREASE 4 WEEKS 





Ratio (Log scale)’ 
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